Given that there had not been a significant change in the number of patients treated, we hypothesized that we had inadvertently toughened our criteria for GT indications or had modified the characteristics of the patients seen.
Criteria for recommending GT to patients at UA-HCB have expanded from the classic profile of a patient with alcoholism, to those who also consume other substances (mainly cannabis, cocaine and benzodiazepines) and do not have serious psychiatric or cognitive disorders.
To detect distortions in the types of patients selected (whether due to excess or shortage) attributable to any variation in these criteria, we transversally recruited 182 outpatients with substance use disorder (SUD) during a consecutive 15-day period and verified their indications for GT and criteria followed.
The first surprise was that the average age (51.4 years) and percentage of women (33.5%) was considerably higher, in comparison with previous samples (Monras et al., 2000) , and that the treatment duration averaged 20±25 months.
Furthermore, the percentage of patients not initially referred to GT was quite high (75%, Figure 1 ), though it later dropped to 66%. With the same number of patients/ year and fewer indications for GT/year, we must infer that this percentage of indications is lower than previous years.
Upon reviewing all patients' indications for GT (Figure 1), we found that no patients were excluded from GT without an objective reason (137 patients), and most were excluded for more than one reason. To the contrary, a "re-admission" process to include patients with active drug use, cognitive impairment and/or personality disorders in GT occurred in 17 of the 137 patients rejected initially.
Given our experience, we conclude that psychiatric comorbidity and frequency of poly-consumption has increased (about 75% in our sample), therefore impeding the use of classic instruments like GT. As experts, we are lagging behind in adapting these to the new realities. However, this adaptation is possible and positive and entails: i) relaxing the indications for GT by performing a more individualised assessment of patients with PD, cognitive impairments or the use of more than one substance, ii) implementing an adequate psychotherapeutic monitoring of those patients at higher risk of relapse and negatively affecting group dynamics, iii) more training for therapists who treat these patients, iv) creating groups of patients with specific characteristics and objectives, such as active alcohol users (because they desire to drink or cannot avoid drinking) or patients over the age of 60 years, many with cognitive impairment.
We expect that these facts are generalisable to Spain as a whole, given the decrease of scientific publications and the continuation of GT, as revealed in a survey by the Work Group on Addictive Behaviours of the Official College of Psychology of Cataluña, which in 2016 found that GT was the third most commonly-used technique (80.9%) in public centres.
Given the current reality, in which the high prevalence of psychiatric comorbidity drives teams and professionals to seek new drug therapies and psychotherapeutic treatments (Torrens, Mestre-Pintó, Montanari, Vicente & Domingo-Salvany, 2017), perhaps one option is to adapt and update classic instruments, like GT. Assuming that SUD patients and GT in Spain are similar to our clinical practice, it would be logical to promote research and publications on experiences in adapting GT to the new realities. (1) 4 = Serious organic disorder (0) 5 = Sensory disorder (0) 6 = Active use of other substance (9) 7 = 1 + 2 + 6 (1) 8 = 1 + 6 (3) 9 = 3 + 6 (0) 10 = 2 + 6 (0) 11 = 2 + +3 (0) 12 = 2 + 3 + 6 (0) 13 = 1 + +2 + 6 (0) Total (N = 17)
GT exclusion criteria 1 = Personality disorder (4) 2 = Cognitive impairment (35) 3 = Axis 1 psychiatric disorder (7) 4 = Serious organic disorder (3) 5 = Sensory disorder (0) 6 = Active use of other substance (37) 7 = 1 + 2 + 6 (3) 8 = 1 + 6 (24) 9 = 3 + 6 (14) 10 = 2 + 6 (5) 11 = 2 + +3
(1) 12 = 2 + 3 + 6
(3) 13 = 1 + +2 + 6
(1 
